Childhood mortality from infectious diseases has declined Background: steadily in many low and middle-income (LAMIC) countries, with increased recognition of non-communicable diseases such as neurodevelopmental disorders (NDD). There is lack of data on the burden of NDD in LAMIC. Current global burden of these disorders are largely extrapolated from high-income countries. The main objective of the study was therefore to estimate the burden of NDD in LAMIC using meta-analytic techniques.
((epidemiology) OR (prevalence) OR (incidence) OR (burden)) AND ((neurodevelopmental disorder*) OR (behav* problem*) OR (behav* disorder*) OR (cogniti* impairment*) OR (language difficult*) OR (learning disabilit*) OR (Hearing difficult*) OR (hearing impairment*) OR (visual impairment*) OR (psychotic disorder*) OR (hyperkinetic*) OR (psychiatric disorder*) OR (ataxia) OR (motor impairment*) OR (psychomotor disorder*) OR (attention deficit and hyperactivity disorder*) OR (autis*) OR (epilepsy) OR (cerebral palsy)) AND ((Children) OR (infant) OR (kids) OR (teen*) OR (adolescent*)) AND
Introduction
Neurodevelopmental disorders (NDD) are a group of disorders that typically manifest early in development and are characterised by developmental deficits that produce impairments of personal, social, academic, or occupational functioning 1 . They include autism spectrum disorders (ASD), attention-deficit hyperactivity disorder (ADHD), epilepsy, intellectual disability, hearing impairments, visual impairments and motor impairments including cerebral palsy, among others. Some disorders overlap, for example in children with epilepsy, ASD occurs in 22% 2 , ADHD in 33% 2 , and behavioural/emotional problems in 30-50% 3, 4 . Although more than 80% of the world's births occur in low and middle-income countries (LAMIC) 5 , most of the epidemiology of NDD is based on data from developed countries [6] [7] [8] . The lack of precise epidemiological data on NDD in poorer countries affects planning of public health interventions.
In the past decade, infant mortality has declined in many LAMIC and preventing childhood morbidity is becoming a public health priority. However, there are few studies on the epidemiology of NDD in LAMIC, where the burden could be greatest because: (i) the incidence of risk factors for NDD such as perinatal complications 9 , head injury, parasitic infections 10 and nutritional deficiencies are higher in LAMIC according to the global burden of disease study 11 ; (ii) following the successful control of infectious diseases, children with neurological disability are surviving 12 .
So far, no precise estimate exists for NDD in LAMIC. Available studies focus mostly on a few conditions 13 , are conducted in a small number of countries. In particular the Ten Questions Questionnaire (TQQ) has been used to determine the prevalence of neurological impairment and disability, but this screening tool is poor at detecting NDD such as ASD and ADHD. It is unclear if the variation in estimates is due to methodological differences or is dependent upon NDD type/ condition, calling for the need to review the available studies to measure the causes of variation in estimates.
To fill the knowledge gap that exists regarding the epidemiology of NDD in LAMIC, we conducted a systematic review of studies reporting prevalence and incidence of NDD. We pooled the estimates for different types of NDD and determined the causes of heterogeneity. We also described the risk factors associated with NDD among the studies included in the burden estimates.
Methods

Search strategy
We searched all articles of population studies on prevalence or incidence of NDD in the electronic databases MEDLINE and EMBASE, African Index Medicus and CINHL databases. Our last search was conducted on 31/06/2017.
We included references from identified articles that met the inclusion criteria. The main search terms were ("neurodev*" and "prevalence") or ("neurodev*" and "incidence") with limits (humans, journal article) in MEDLINE and EMBASE (Table 1) . We used recommendations of National Health Service Centre for Reviews and Disseminations to develop a search strategy where the review question was broken down to search terms.
Two authors (MAB and SK) reviewed the titles and abstracts of articles obtained from online searches. We reviewed full texts of eligible articles from this initial evaluation stage. Reporting of findings followed the Preferred Reporting Items for Systematic Reviews and Meta-Analysis guidelines 14 .
Inclusion and exclusion criteria
All population-based studies measuring the prevalence or incidence of any of the NDD listed were included. A population denominator was an inclusion criterion for research database
Amendments from Version 2
In our Discussion, we have included fetal alcohol exposure as a risk factor that should be investigated because of its high burden in some low and middle income countries like South Africa. Figure 1 . A summary of the study selection process. studies. We only considered studies with a sample population of <19 years or if results were stratified by age, and a population denominator for sample <19 years was provided. We excluded studies that were not conducted in a LAMIC as defined by the current World Bank Classification of Economies 15 . We also excluded reviews, editorials, letters, commentaries, case series and case reports, abstracts without full texts and special-group studies, e.g., prevalence of cerebral palsy in children with a history of birth trauma, or duplicate populations. In addition, we report the findings from studies that used the TQQ, since this is the longest established screening tool and most widely reported.
See referee reports
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Procedures
We collected all the relevant study level information required for analysis using a data extraction template designed and piloted a priori by the authors. MAB and SK extracted data independently. We resolved disagreements by consensus. For included studies, we recorded information on the NDD under investigation, author, year of publication, country, study design, study population, data collection and ascertainment method (medical records or questionnaires [with physical examination] in population-based studies), age, number of cases, and the prevalence/incidence estimate. The quality of all the studies that met the inclusion criteria was investigated using the Joanna Briggs Institute Prevalence Critical Appraisal Tool 16 .
Statistical analysis
We tabulated crude prevalence estimates expressed per 1,000 persons and the incidence expressed per 100,000 persons per year in summary tables along with their 95% confidence intervals (95%CI), stratified according to the region where the study was conducted. Where an eligible study did not report the prevalence of NDD, we derived the prevalence through dividing the total cases reported by the total sample studied, and then expressed per 1,000 population. We obtained a range using the 5th and 95th percentiles as m ± 1.96τ, where τ is the standard deviation. The computed prevalence was then utilised in the meta-analysis approach described below. We collected data on incidence as reported in a study. To estimate pooled prevalence estimates and assess for heterogeneity, we log-transformed observed prevalence and fitted random effects models to these estimates using the "metan" command in STATA v 13.1 (StataCorp., TX). The random effects model approach is robust where there is significant heterogeneity across study estimates. It uses information on prevalence and study size. It assumes that the outcomes being estimated in the different studies are not identical, but follow a lognormal distribution, allowing for among-study variation
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. We then back-transformed the log estimates to the original scale to obtain prevalence estimates the confidence intervals around the estimates.
We used forest plots 18 to visualize heterogeneity among studies. Using the Cochran chi-square (χ2) test, we examined the null hypothesis that the observed heterogeneity was due to sampling error. We anticipated heterogeneity because of methodological differences so we quantified the degree of heterogeneity across studies using the statistic I 2 , from the random effect meta-analysis model. I 2 describes the percentage of the variability in estimates that is due to true differences in prevalence rather than sampling error 19, 20 . A value >50% is considered as substantial heterogeneity.
We investigated six study level covariates for their association with prevalence estimates: the quality score of the study, continent of the study, the year, the domain studied, the method of case identification (clinical diagnosis or screening only) and the study setting (rural/urban). We examined the influence of these variables on study prevalence using both univariate and multivariable random effects meta-regression models fitted using the "metareg" command in STATA. This approach assumes two additive components of variance, one representing the variance between studies and the other the variance within studies (i.e., error variance). The proportion of heterogeneity explained by each of the covariates was estimated by comparing the between-studies component of variance in the null model (τ 0 2 ) with the estimate of τ 2 for the model including covariates ((τ 0 2 -τ 2 )/τ 0 2 ).
Results
Details of eligible studies
Electronic database search yielded 4,802 articles of which 51 studies on a total population sample size of 2,925,139 included in the meta-analysis (Figure 1) . Majority of the studies were from Asia-Pacific region (n=27 (52.9%)) and Africa (n=16 (31.4%)), with six (11.8%) from Latin America and two (3.9%) from two or more continents. Table 2 summarized the study characteristics of included studies. Critical appraisal of study quality The median quality score for all the 51 eligible studies was 80% (IQR 66.7-90.0) as summarized in Table 3 . Of the 51 studies, 9 (20%) fulfilled all the criteria for high quality in observational studies, with the remainder being of acceptable quality. Of these 9 studies, 6 had all the 10 criteria presents while for 3 studies, the last criteria ("Were subpopulations identified using objective criteria") was not applicable. The range of the median age (where available) was 0.7-19.0 years. The median percentage female participants in the study was 48.5% .1) and they were not under-represented, compared to males (p=0.903).
Estimates of overall prevalence and heterogeneity
The pooled prevalence is reported for all the 51 studies. The pooled prevalence per 1,000 from the random effects model for any NDD was 7.5 (95% CI=7.4-7.6) ( Figure 2 ), 3.2 (95%CI 3.1-3.3) for mental disorders and 11.3 (95% CI 11.2-11.5) for neurological disorders. We repeated the pooled prevalence for high quality studies (quality score >80) and found a prevalence of 7.6 (95%CI 7.5-7.6) per 1,000 and for studies where cases were clinically confirmed vs those where only screening tools were used to identify cases and the prevalence among clinically confirmed cases was 14.8 (95% CI=14.6-15.0) vs 4.0 (95% CI=3.9-4.1 for those which used screening tools only. We calculated the pooled prevalence of studies that used the same screening tools. Only the TQQ had a sufficient number of studies to calculate the pooled prevalence which was 11.9 per 1000 population (95% CI=10.7-13.0).
The random effect model for all studies was associated with a very high between-study heterogeneity (p = 0.000, I 2 =99.9%). Some studies plotted outside the funnel outline in the meta-funnel analysis ( Figure 3 ) suggesting publication, reporting and selection bias.
Factors explaining variation in documented overall prevalence
We assessed several factors in the univariable and multivariable models and six appeared to explain the highest variation in the documented median prevalence in terms of prevalence ratios. The type of NDD (whether a mental disorder or neurological disorder) was significantly associated with the greatest prevalence ratios in the multivariate analysis, (PR=2.6 (0.6-11.6, p<0.05). Table 4 summarizes these findings.
Prevalence per 1000 of individual domains of neurodevelopmental disorders
Most studies were on epilepsy, n=16 (35%), followed by hearing impairment, n=8 (17%), visual impairment, n=5 (11%) and ADHD, n=5 (11%). Behavioural/emotional problems had the highest prevalence of 362 per 1,000 (95% CI=337.0-387.0) (based on 2 studies), while one study on mental disorders reported a prevalence of 232 (95% CI=199.0-268.0) per 1,000. ADHD had a prevalence of 61 (95% CI=54-69), epilepsy 8 (95% CI=7.8-8.2) and ASD 0.6 (95% CI=0.5-0.6) per 1000 (Table 5) .
Incidence of neurodevelopmental disorders
Three studies reported the incidence of epilepsy with a mean annual incidence of 447.7 (95% CI 415.3-481.9) per 100,000 31, 35, 56 . The study characteristics of all studies included in the metaanalysis are reported on Table 2 .
Regional distribution of neurodevelopmental disorders
The studies were distributed as follows: Africa n=16 (31.4%) (77.6%), Asia-Pacific n=19 (37.3%), Western-European n=7 (13.7%), Latin-America n=7 (13.7%), Multisite n=2 (3.9%).
Asia-Pacific had the highest number of domains studied (N=8, 73%) followed by Africa (N=6, 55%) then Latin America (N=3, 27%). Latin America had the highest pooled overall prevalence Analysis of the settings of the studies (rural or urban), findings were available for 27 (57.4%) studies of which 15 (56%) were conducted in an urban setting, 10 (37%) in rural and 2 (6%) in both settings. The overall pooled prevalence in rural areas was 6.1 (95%CI 5.7-6.4) and was 2.1 (95%CI 2.1-2.2) per 1,000 in urban areas. We provide a summary of regional findings of the prevalence of individual domains of neurodevelopmental disorders in Table 6 .
Risk factors for neurodevelopmental disorders
Risk factors were reported in 13/51 (28%) studies included. Perinatal complications were the most prevalent risk factors across the NDDs. They were as significant in four out of the five (80%) conditions for which risk factor data was available. The highest median odds ratio (OR=9.4 (IQR 4.9-13.8) for perinatal complications was on participants with hearing impairments. History of febrile seizures was significantly associated with epilepsy OR=2 (95%CI 1.7-10.8), hearing impairments OR=5.6 (95%CI 4.7-9.0) and mild neurological dysfunction OR=6.7 (95%CI 2.1-25.5). Environmental factors such as parental smoking and a history of febrile illness were also prevalent risk factors. Table 7 summarizes other risk factors data available from eligible studies.
Discussion
This review provides an estimate of the burden of NDD and associated risk factors in LAMIC. Only 51 eligible studies reported the epidemiology of NDD, with a wide range of prevalence or incidence estimates for each condition. This indicates that in many LAMIC, there is a paucity of data on even the most basic epidemiology of NDD, particularly of mental health disorders. The wide range of prevalence estimates even within the same regions is comparable to that found in a review by Durkin
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. It may be due to methodological differences 66 perhaps because of the difficulties involved in diagnosing most NDD particularly mental disorders for which there were fewer studies. The age of the child can complicate detection of NDDs since some disorders only manifest later in life, and the tools for detecting other disorders are relatively insensitive during early life. Furthermore, since there is considerable co-morbidity between these conditions complicating the estimates of the burden. Few studies reported risk factors for NDD with perinatal complications being the commonest risk factor for all NDD and febrile seizures for neurological disorders such as epilepsy. . While the pooled estimates were comparable between Asia, Africa and Latin America, there were very few studies from the latter two continents. The minimum-pooled prevalence for all NDD was 7.5 per 1000, being higher for neurological disorders (11.3/1000) than for mental disorder studies (3.2/1000). This may be because of overrepresentation of studies on epilepsy, which is more widely studied in LAMIC. The estimates for mental disorders observed in this review are unexpectedly low, perhaps because detection of mental disorders such as ADHD and ASD is Table 6 . Regional summary of spectrum of neurodevelopmental disorders. poor in LAMIC due to lack of tools and expertise for Measuring neurodevelopment in low-resource settings 67 and also because of some children dying early before diagnosis 68 . In addition, surveys conducted in very young children may not detect ADHD. Prevalence of NDD is higher in rural areas compared to urban areas; which is consistent with previous studies of epilepsy 69 suggesting that risk factors might be more common in the rural areas. There was substantial differences between studies heterogeneity in the pooled estimates. The prevalence showed substantial variation between individual NDDs, being highest for visual impairment and lowest for ASD. The high heterogeneity observed for visual impairment may be related to the variability from the number of eligible studies included compared to ASD, but also to lack of standardised assessment. Only three studies documented incidence estimates and we could therefore not pool the findings.
This review shows that the burden of NDD is not precise and is probably greater than we have estimated. For instance, a robust study from rural Kenya utilising a demographic surveillance system on neurological impairments and disability had a much higher estimate (67/1000) than the one presented in this review 13 . The low estimates from the review demonstrate that studies of individual conditions may not provide the true burden of NDD. A comprehensive study design approach to studying all NDD is important since these conditions overlap, and may be reliably screened together with a group of questions collated in one tool 70 . The comprehensive screening approach would have important public health implication since many NDD overlap and the associated sequelae may be addressed by similar interventions.
The study showed disproportionately many studies of neurological impairments which may have skewed the overall pooled estimates. While some neurological impairments overlap with NDD 71-73 a substantial proportion of common NDDs such as ADHD and emotional problems present without neurological comorbidities. The multivariate meta-regression analysis showed that neurological studies might have influenced the estimates, compared to mental disorder studies. Visual impairments, which are easier to detect, were the commonest NDD, per- *Only one study reported this finding hence we provided the confidence interval from this study
The overall median prevalence per 1000 for neurological impairments was 13.0 (IQR= 6.1-45.0) and the mean was 47.5 (95% CI=6.5-101.6). The pooled median prevalence estimate for neurological impairments is 11.1(95% CI=10.7-11.5) **Snoring when caused by upper highway obstructing may be associated with poor oxygen perfusion in the brain. Subsequent brain damage may lower seizure threshold eventually leading to epilepsy.
haps also contributing to the high prevalence of neurological impairments 74 . The paucity of mental disorder studies in these poor regions of the world may be related to the challenges in identifying these conditions such as lack of child and adolescent psychiatrists 75, 76 . In ADHD for instance, studies relied on reports from teachers and parents to make diagnosis 51 . It is difficult to translate these reports into valid and reliable case definitions because of the varying definitions of "normal behaviour" in different societies. However with the current success in local adaptation of tools for assessing behavioural 77 and developmental disorders 78 quality studies on mental disorder conditions such as ADHD and ASD should be possible in poor regions of the world.
The low prevalence of mental disorders is likely contributed by ASD. The prevalence of ASD is much lower than the burden documented in literature, suggesting possible under recognition of ASD in LAMIC particularly Africa. A recent review of ASD in sub-Saharan Africa found only one study on the prevalence of ASD 79 . On the contrary, other mental disorders may be easily recognised and assessed, for example, behavioural/emotional problems were reported in 36%, ADHD in 6% and other mental disorders in 23%, albeit all were based on less than five studies. It is likely that there are sporadic low-quality studies in LAMIC that are not published or are placed in unindexed journals, based on the evidence of publication bias from the funnel plots. More robust studies on mental disorders in children are needed in LAMIC. The identification of NDD in poor regions is becoming easier following the advent of cheap and easy assessment approaches including the mental health gap action program intervention guide 80 . Tools such as WHO's Ten Questions Screen can be used to screen those to be prioritised for diagnosis of NDD 35, 81, 82 .
Few studies reported several risk factors (Table 4) . Perinatal complications 21 and family history of febrile seizures 26, 35, 46, 83 were common across a different number of NDD, particularly epilepsy. The role of perinatal complications in the risk of neurological conditions is recognised in previous studies 83 and improvement in obstetric services may be helpful. Family history of seizures was associated with neurological disorders in rural Kenya
13
. Family history of seizures may represent genetic susceptibility or shared environmental factors for NDD, the later is supported by the high incidence of febrile infections in these regions. While environmental factors such as parental smoking are important in in mental health problems in children, few NDD studies from LAMIC investigated this factor. Geneenvironment interactions should be explored as the risk for NDD in these poor regions of the world. Some of the risk factors mentioned have a higher incidence in LAMIC than in highincome countries, and could have an additive interaction effect with each other [84] [85] [86] which probably explains the higher burden of NDD in the former parts of the world. Other risk factors such as fetal alcohol exposure which has been shown to have a high burden in some LAMIC 87, 88 and which result in neurodevelopmental impairments such as intellectual disability were not explored in the included studies and should be examined in future studies.
Limitations
There were methodological differences and lack of use of standardized measures to assess NDD in most studies. To mitigate the effect of methodological differences on the prevalence estimates, we conducted a sub-analysis of prevalence estimates for studies that used the same methods of case ascertainment. Additionally, the pathophysiology of individual NDD varies widely and this limits the generalizability of intervention strategies. For example, whereas biomedical interventions such as medications and surgery may be more helpful in neurological impairments, alternative interventions such as behavioural therapy may be more helpful for mental health disorders. Subjective methods such as reports from teachers and parents were used to assess for the presence of impairments. This limits the reliability of the estimates provided in this study. The effect of sex on NDD could not be explored since prevalence results were not aggregated based on sex, despite evidence of male/female propensity in some NDDs such as ASD. We did not separate crude from adjusted estimates therefore the estimates we have provided may still be under estimates. Currently, there is no standard validated tool for assessing quality of evidence presented in observational studies hence, although we appraised the studies included in our meta-analysis, there may still be methodological limitations. Studies on neurological impairments such as epilepsy, which have lower prevalence than other mental disorders in other parts of the world, were overrepresented in the sample and that influenced the overall prevalence estimate. The estimates of ASD were lower than reports from high-income countries, which may have lowered the overall estimates of NDD. Lack of data on the severity of the NDDs limits the clinical implications of this study. Although NDD manifests early in development, delayed diagnosis in many LMIC may have delayed detection of these disorders at the time of the study. Some countries may have transitioned to high-income countries based on the World Bank classification of Economies and this may change the estimates provided in this study. For the studies where prevalence was not reported, we calculated it as a proportion cases over the total study sample. This method may have resulted in underestimation of the prevalence since there was no background information to adjust calculated prevalence for attrition and sensitivities of screening tools.
Conclusions
This review indicates that the burden of NDD in LAMIC is considerable, but there is lack of reliable epidemiological data on some NDD such as ASD which may underestimate the true burden of NDD in LAMIC. Screening for all NDD in Click here to access the data. epidemiological surveys is recommended to provide reliable estimates for planning purposes e.g. to inform resource allocation towards the rehabilitation of affected children. Mental disorders such as ADHD and ASD were rarely reported, and more studies particularly in Africa and Latin America are required to provide reliable estimates since neurological conditions such as epilepsy usually have conserved estimates compared to mental disorders. The risk factors investigated were few with the role of perinatal complications and history of febrile seizures being consistent with previous studies. Studies considering all potential risk factors are required to inform preventive interventions aimed at mitigating the risk factors for neurodevelopmental disorders.
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them through prevention strategies, screening programs for early detection, comprehensive interventions, equity of access to services and legislative and policy environments about rights and opportunities reduces the burden on individuals and families, but these are not distributed evenly throughout the world. Most evidence about population prevalence has been generated in high-income nations.
This systematic review with meta-analyses sought to establish the burden of neurodevelopmental disorders (NDD) in low-and middle-income countries and to identify factors associated with these. This has important potential to assist understanding of whether conditions are predominantly attributable to biological factors, and so occur at similar prevalence in all nations, or reflect external factors that vary among countries including health systems, access to health services and essential medicines, public health infrastructure, and human and gender-based development indicators.
The systematic review has been conducted and reported with considerable technical proficiency. There are however aspects of the conceptualisation, methods, analyses and interpretation which in our opinion warrant re-consideration:
It is not clear that the definition of NDD provided is widely used or accepted, it is drawn from a single study, and not a more authoritative source. There is little debate that conditions like cerebral palsy, autism spectrum disorders and epilepsy have neurological origins. However, to include 'behaviour problems' which are well known to reflect experiences, including of maltreatment, reduces conceptual clarity. The inclusion criteria are quite well described, but need more precision to enable replication. The definition provided is that NDDs 'manifest early in development'. It is of particular concern, given the aim, that no age criterion was used and so, while purporting to report burden among children and adolescents, it is not clear that studies were limited to or had to report disaggregated data for participants of this age to be included. All systematic searches for evidence from LAMIC have to include the names of each country and cannot assume that studies have used the World Bank Classification of Economies in reporting their data. In our opinion it is essential that this is corrected The studies included in the review are not listed as references (a serious oversight) and so we cannot assume in checking them that we have identified the same papers. However, to claim that they are all of 'neurodevelopmental disorders' appears inaccurate. As examples, the study of 'hearing impairment' by Czechowicz et al in Peru concluded that the most common cause among children was untreated infections. The study of 'visual impairment' (Zainal et al) was a national survey in Malaysia, included participants up to the age of 96 years, and concluded that untreated cataract among older adults was the major contributing factor. Antisocial behaviour, aggression and fearfulness among children in Gaza (Mousa Thabet et al) were attributed to living in a war zone.
The related central concern is that the overall prevalence is reported as though it relates to one disorder. Most studies were of a single condition, but others reported combined prevalence estimates for several NDDs (for example, Arrda et al; Couper et al). The pooled prevalence is therefore difficult to interpret. The meta-regression with this outcome therefore makes little sense. In our opinion consideration should be given to removing the meta-analysis. Given the age ranges reported in the few studies that we selected to read, we do not know how the authors reached the conclusion that The median age of participants was 10.4 years, with an This needs to be interquartile range .0 years. explained clearly.
The inclusion criterion is that there is a 'population denominator', so it is unclear how in studies in 7.
8.
9.
10.
11.
12.
The inclusion criterion is that there is a 'population denominator', so it is unclear how in studies in which prevalence is not reported, it is calculated on the basis of proportion of cases in the sample. Please explain what biases this might have introduced. There is a lack of definitional clarity about places. The term 'Asia' is used without a definition and this needs to be much more specific (e.g. South Asia, South East Asia, or Central Asia). It is not at all clear why it is thought relevant to report the findings by 'continent' (sometimes described in the paper as regions) when there are established regional groupings of countries, including the ones used by United Nations agencies that are widely known and would assist with generalisation. It is not meaningful under a sub-heading , to Regional distribution of neurodevelopmental disorders report the proportions of 'populations' in different regions. Saying that countries are 'under-represented' does not explain this construct. The differences reflect the available research and not absolute numbers in these settings. Clarity should be improved. In the Discussion there is little engagement with whether these estimates suggest that there are disparities in prevalence of NDD between low-and middle-, and high-income nations, but this is of key importance to the translation of this evidence, including where efforts to ameliorate this burden should be focused. This should be added. Calling 'mental disorders' neurodevelopmental is questionable, in particular as the implications for interventions are quite different. There should be discussion of this. We have read this submission. We believe that we have an appropriate level of expertise to confirm that it is of an acceptable scientific standard, however we have significant reservations, as outlined above.
1.
It is not clear that the definition of NDD provided is widely used or accepted, it is drawn from a single study, and not a more authoritative source. There is little debate that conditions like cerebral palsy, autism spectrum disorders and epilepsy have neurological origins. However, to include 'behaviour problems' which are well known to reflect experiences, including of maltreatment, reduces conceptual clarity. Reply: We have now revised the reference cited for the definition of NDD and replaced it with the Diagnostic Statistical Manual Fifth Edition (DSM V) which is the original source of the definition. DSM V describes NDD as "A group of conditions with onset in the developmental period. The disorders typically manifest early in development, often before the child enters grade school, and are characterized by developmental deficits that produce impairments of personal, social, academic, or occupational functioning." https://dsm.psychiatryonline.org/doi/abs/10.1176/appi.books.9780890425596.dsm01
The inclusion criteria are quite well described, but need more precision to enable replication. The definition provided is that NDDs 'manifest early in development'. It is of particular concern, given the aim, that no age criterion was used and so, while purporting to report burden among children and adolescents, it is not clear that studies were limited to or had to report disaggregated data for participants of this age to be included. Reply: In our inclusion criteria, we have now specified that "We only considered studies with a sample population of <19 years or if results were stratified by age, and a population denominator for sample <19 years was provided". We have also noted in the limitation section of the discussion that "These NDDs may have started early, but because of delayed diagnosis in many LMIC, they may have been detected much later at the time of the study.
2.
All systematic searches for evidence from LAMIC have to include the names of each country and cannot assume that studies have used the World Bank Classification of Economies in reporting their data. In our opinion it is essential that this is corrected Reply: We recognize the limitations of World Bank Classification of Economies criteria and have noted in the limitations section that this may have left out countries that were previously LAMIC but had transitioned into HIC during the study period.
3.
The studies included in the review are not listed as references (a serious oversight) and so we cannot assume in checking them that we have identified the same papers. However, to claim that they are all of 'neurodevelopmental disorders' appears inaccurate. As examples, the study of 'hearing impairment' by Czechowicz et al in Peru concluded that the most common cause among children was untreated infections. The study of 'visual impairment' (Zainal et al) was a national survey in Malaysia, included participants up to the age of 96 years, and concluded that untreated cataract among older adults was the major contributing factor. Antisocial behaviour, aggression and fearfulness among children in Gaza (Mousa Thabet et al) were attributed to living in a war zone. Reply: We have now added the references to the all the included studies.
4.
The related central concern is that the overall prevalence is reported as though it relates to one disorder. Most studies were of a single condition, but others reported combined prevalence estimates for several NDDs (for example, Arrda et al; Couper et al). The pooled prevalence is therefore difficult to interpret. The meta-regression with this outcome therefore makes little sense. In our opinion consideration should be given to removing the meta-analysis. Reply: We acknowledge the difficulty in interpreting the pooled overall prevalence. Rather than stating that the pooled prevalence is for NDD, we have now re-stated that the all overall prevalence is for NDD, to mean the presence of at least one NDD. any 5.
Given the age ranges reported in the few studies that we selected to read, we do not know how the authors reached the conclusion that The median age of participants was 10.4 years, with This needs to be an interquartile range .0 years. explained clearly. explained clearly. Reply: We have now only reported the range of the median age reported in individual studies (where this was available).
6.
The inclusion criterion is that there is a 'population denominator', so it is unclear how in studies in which prevalence is not reported, it is calculated on the basis of proportion of cases in the sample. Please explain what biases this might have introduced. Reply: We have now noted in the limitation section that "This method may have resulted in underestimation of the prevalence since there may be no background information to adjust calculated prevalence for attrition and sensitivities of screening tools". 7.
There is a lack of definitional clarity about places. The term 'Asia' is used without a definition and this needs to be much more specific (e.g. South Asia, South East Asia, or Central Asia). It is not at all clear why it is thought relevant to report the findings by 'continent' (sometimes described in the paper as regions) when there are established regional groupings of countries, including the ones used by United Nations agencies that are widely known and would assist with generalization. Reply: We thank the reviewers for this observation. We have now revised the regional data to reflect the UN regional groupings.
8.
It is not meaningful under a sub-heading Regional distribution of neurodevelopmental , to report the proportions of 'populations' in different regions. Saying that countries are disorders 'under-represented' does not explain this construct. The differences reflect the available research and not absolute numbers in these settings. Clarity should be improved. Reply: We agree with the reviewer that the proportions reported only reflect the available research rather than the absolute numbers in these settings. We have now deleted this section to avoid confusion.
9.
Calling 'mental disorders' neurodevelopmental is questionable, in particular as the implications for interventions are quite different. There should be discussion of this. Reply: We thank the reviewers for this point. We have acknowledged how the widely varying pathophysiology of the individual disorders affects intervention strategies in our limitations section. In particular we note that "Non-treatment interventions may be more useful in neurodevelopmental disorders, while treatment is more helpful in mental health disorders". In this context we were referring to families undergoing psychosocial stress that results from factors such as poverty (and all the negative consequences of deprivation) exposure to negative life events such as natural disasters etc. In the light of this, the term high stress families has now been revised to read "families with substantial psychosocial stress". o What is the significance of a ? history of snoring Reply: Snoring when caused by upper highway obstructing which may be associated with poor oxygen perfusion in the brain. Subsequent brain damage may lower seizure threshold eventually leading to epilepsy. This information is now provided in the revised manuscript.
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